Introduction
Retinal macrocysts may develop after long-standing retinal detachment. They are infrequent and most of them are generally asymptomatic, require no specific treatment and spontaneously resolve after retinal reattachment [1] .
We herein report the case of a patient with a retinal macrocyst that was followed clinically and echographically for over 1 year and present a brief literature review of this clinical entity.
Case Presentation
A 62-year-old male with no comorbidities or previous ocular pathology examined in November 2012 complained of progressive blurred vision in his right eye over the past 5 years. The patient was known only for mild myopia and denied any history of previous ocular trauma.
Visual acuity was 20/60 in the right eye and 20/30 in the left eye, with a refractive error of -0.50 spherical in both eyes. Anterior segment examination of the right eye revealed nuclear and posterior lens opacities and incipient lens opacity of the left eye. No signs of previous trauma like angle recession, inferior angle pigmentation or phacodonesis were evident.
At fundoscopy examination, an oval, elevated retinal lesion in the superior nasal quadrant was noted, involving four clock hours, with no macular involvement ( fig. 1 ). No retinal breaks were identified, with a demarcation line bordering the lesion and with the retina slightly thinned. Left fundoscopy examination was completely normal.
A B-mode superior transverse nasal echography was performed with a 10-MHz probe. An oval, anechoic image was observed, compatible with a retinal macrocyst with smooth and well-defined borders ( fig. 2a) . Adjacent to the retinal macrocyst, there was a serous retinal detachment. A standardized A-mode echography showed a reflectivity spike higher than 98% ( fig. 2b ), thus confirming its retinal origin.
Combined scleral buckle and vitrectomy was the treatment chosen for the retinal detachment. Cataract surgery at the same surgical time was suggested but rejected by the patient. He was followed clinically and by ultrasound, first at 4 months after his initial evaluation ( fig. 3a) . His last examination was 14 months after presentation and revealed stable visual acuity with no clinical or echographic changes ( fig. 3b ).
Discussion
Retinal macrocysts are associated with long-standing retinal detachments and may be formed after 3 months, but they usually require a longer duration of retinal detachment [1] [2] [3] [4] . They have been reported in 1-3% of all long-time detachments, and most of them occur in the inferior-temporal retina, although our patient's cyst was in the superior nasal quadrant. The progression of retinal macrocysts is slow, and usually they are diagnosed in late stages [1] . Occasionally, blood may be found in their interior [2] .
Retinal macrocysts may be single or multiple, measuring 2 to 10 disc diameters [2] . Pischel [5] classified retinal cysts into small (up to 1 mm in size), medium (4 to 8 disc diameters), giant (8 to 10 disc diameters) and large cysts (retinoschisis) if they occupy 25% of the fundus [2] . The pathogenesis has been attributed to photoreceptor atrophy due to choroid ischemia and degenerative cystic changes in the external plexiform layer of the retina that lead to cyst formation [1] .
Differential diagnosis should include retinoschisis, malignant melanoma, circumscribed choroidal hemangioma, subretinal abscess and posterior scleritis; ultrasound may help in their differentiation [2] . In the case of retinoschisis, echographic findings include the lack of mobility, a thin wall and often, bilateral involvement.
Although retinal macrocysts usually resolve after treatment of the retinal detachment, they can be drained if they prevent reattachment [3] . In the case presented herein, the reduction in visual acuity was attributed mostly to the cataract, with the proposed surgery rejected by the patient. He was followed clinically and echographically for more than 1 year, and neither the macrocyst nor the serous retinal detachment progressed. 
